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Dr. B. Cohen: I would like to deal shortly with the problem of diagnosis of middle-ear infection in these cases. Firstly, it must be stated that a normal drum precludes any mastoid or middle-ear involvement and conversely if pus is found in a mastoid at operation where the drum was considered to be normal, the error has been in otoscopic examination. If normal drums can occur with mastoid infections every case of gastroenteritis would be a candidate for mastoidectomy. Secondly, the course of the infection in the middle-ear cleft follows fairly closely that of a similar subacute infection in older patients and it is only by repeated examinations of the drum-heads, from the time of admission, that an early and accurate diagnosis can be reached. Thirdly, in late cases, e.g. about the fifth to sixth week, the correct procedure should be mastoidectomy not myringotomy. Lastly, the instance of middle-ear infections in gastro-enteritis is sufficiently high to warrant more careful attention being paid to this problem.
Our figures for the period 1941-44 reveal that of 274 cases under consideration 68 had a middle-ear cleft infection: of these 28 had otitis media with 79% recovery following myringotomy and 40 mastoiditis with a 70% recovery rate. Cod-liver oil said to have been given regularly from 8 months old. From 4 months to 18 months, old suffered from fits (? tetany).
At 18 and Armstrong) per 100 c.c. On account of kyphosis treated on "frame", which produced antero-posterior flattening of thorax. At 25 months old given 100,000 I.U. of vitamin D intramuscularly-no change in radiograms after three weeks.
From 2 years and 1J months to 2 years and 7 months old treated with vitamin D by mouth in increasing dosage. Early healing on 150,000 I.U. (Ostelin tablets) daily, advanced healing two months later on 250,000 I.U. daily. Serum Ca rose to 12-0 mg. and serum inorganic P to 4-2 mg. per 100 c.c. From 2 years and 7 months to 2 years and 10 months old, evacuated-no vitamin D given after first few weeks-returned to hospital with active rickets. From 2 years and 10 months to 4 years and 3 months old: Very slow healing in five months on 250,000 I.U. daily, and dose therefore gradually increased to 450,000 I.U. daily. Rachitic lesions healed completely, ibut non-rachitic disturbances of ossification became apparent at the lower end of the femora: a large "island" of deficient calcification in the shaft of the left femur, a pseudo-crack extending obliquely through shaft and epiphyses with disorganization of oss,ification at the lower end of the right femur. Dose of vitamin D was reduced to 400,000 I.U. daily. From 4 years and 3 months to 5 years and 7 months, rickets remained healed, non-rachitic changes in femur persisted, and after fifteen months on 400,000 I.U. of vitamin D daily toxic sy,mptoms suddenly developed, and dose was stopped for five weeks. From 5 years and 7 months to 6 years and 10 months non-rachitic lesions in femur improved and rickets remained healed as judged by radiograms. After about three months on 50,000 I.U. of vitamin D daily the serum inorganic P had dropped and dose was increased to 100,000 I.U. daily which caused a rise of P to normal level. Child was transferred to the country branch of the Queen Elizabeth Hospital for Children. Her general health was good and she was running about easily until she developed a severe and persistent bout of vomiting with dehydration. No cause was found, and there was no hypercalcemia, but the dose of vitamin D was reduced to 50,000 I.U. daily. She developed otorrhcea just before discharge from the ward.
Condition on discharge from ward at 6 years and 10 months old in January, 1945-Weight 3 st. 41 lb. Child still pale and tired after her attack of vomiting, gait waddling, and stance poor. Stature small towing to her very short limbs: proportions those of a child with achondroplasia. Epiphyses at wrist still large and chest is flat, though its shape has greatly improved. There is marked anterior bowing of the femora. Right lower limb is i in. shorter than left.
Radiograms: Forearms-bones well calcified and rickets completely healed. Femoraappearance suggests some sclerosis at lower ends of bones, but these look much less abnormal than two years ago. Coxa vara present.
Present condition.-7 years old. Just back from ia stay in the country and looks in good general health. Gait still waddling and very ungainly. Family history.-Father: treated for rickets till 20 years old, height about 4 ft. 6 in., severe bony deformities, one leg shorter than other. X-ray of forearm and leg shows broadening of lower part of shaft of radius and ulna and of head of fibula, probable old fracture of radius, marked osteoporosis of femur, tibia and fibula, bending of leg bones, extreme genu valgum. Mother: health good, stature small. Siblings: two brothers: one brother epileptic, no rickets. Other 'brother, aged 2 years, developed slight rickets at 6 months of age while having two teaspoonfuls of cod-liver oil daily, and rickets healed on four teaspoonfuls of cod-liver oil compound (about 2,800 I.U. of vitamin D) daily. Maternal uncle: epilepsy. Maternal aunt: asthma.
Rickets Resistant to
Patient's history.-Birth weight 5 lb. 1 to 4 years old treated for rickets at Westminster Hospital and at welfare centre. Attacks of asthma. At 4 years of age sent to Queen's Hospital by Dr. E. McGregor. Weight 29 lb., short-limbed child with active rickets and bronchitis, coxa vara and slight genu valgum present. Teeth good. No evidence of renal disease or of defective fat absorption.
From 4 to 9 years old, treated with cod-liver oil, radiostoleum and ultraviolet light. This appeared to keep rickets in check-sometimes there was advanced healing of the rachitic lesions, only to be followed by relapse. Child often complained of pain in legs.
The degree of rachitic change at the two wrists was not identical. Dr. R. A. McCance suggested and tried intramuscular injection of glycerophosphate, but without benefit. Serum Ca remained at normal level, and serum inorganic P remained persistently low at 2-5 or 2-6 mg. per 100 c.c. During this time child had occasional attacks of asthma, also measles, scarlet fever and about six epileptic attacks.
From 9 to 12 years old, treated with gradually increasing dosage of vitamin D (ostelin tablets 
